In the hospital setting, the unique characteristics of the paranoid subclassification are as well known as in the research laboratory. The suspicious, negativistic, and delusional behavior of the paranoid patient poses special therapy and management problems for the ward staff. At the same time, paranoid patients often are described as having interesting, flamboyant symptoms and generally are considered to be more intelligent and socially sophisticated than nonparanoid schizophrenics. In support of popular belief, survey evidence (e.g., Astrup and Noreik 1966) suggests that paranoid schizophrenics have a better prognosis than their nonparanoid counterparts. Goldstein (1970) underlined the importance to treatment of identifying paranoid symptoms in his report that acute paranoid schizophrenics with a good premorbid history responded favorably to treatment with phenothiazines, whereas good premorbid, nonparanoid schizophrenics were adversely affected by the same medication. Also, for many years, theoretical clinicians have stressed the need for adjusting therapeutic intervention to fit the unique dynamics of paranoia (Freud 1957 , Searles 1965 , and Sullivan 1962 .
The major purpose of this paper is to call attention to the careless manner in which the paranoid diagnosis is designated and reported in most contemporary research in schizophrenia. Strauss (1973) has demonstrated the confusion created when a dimension of the schizophrenia diagnosis (i.e., chronicity) is not applied with a standard, carefully specified definition. Strauss argues convincingly that generalized conclusions regarding "chronic" schizophrenia must be approached with exparanoid schizophrenia has not been surveyed because of the problems of translation and limited availability of European journals.
treme skepticism. The point of the present argument is that the same holds true for the "paranoid" subclassification, which many investigators insert in their "subjects" paragraphs as if it were a well-documented certainty that paranoid schizophrenics are the same, or at least similar, across all studies. Neglecting operationally defined diagnostic criteria is poor research practice, particularly in the light of reports like that of Abrams et al. (1974) where careful rediagnosis using standard operational criteria left only 2 of 41 previously diagnosed paranoid schizophrenics eligible for inclusion in a research design. While Abrams et al. may have been somewhat excessive in their diagnostic rigor, we intend to demonstrate that current research practices frequently employ vague, poorly specified criteria for the diagnosis of the paranoid subclassification.
Literature Survey
In order to evaluate the adequacy of diagnostic specification in reports on research in paranoid schizophrenia, a survey was made of a sample of the research literature for the time period of January 1970 to June 1975.
To begin the search, a list was made of all references under the headings "paranoid schizophrenia" or "paranoia" (in absence of specific reference to schizophrenia) in the January 1971 through July 1975 Psychological Abstracts. This list was checked by reading all articles available in the University of Rochester Library. The following papers were eliminated from the original list: 1) those published in non-English journals where full English translations were not provided, 2) case histories and studies dealing with a small number of subjects (less than four), 3) articles where schizophrenia was not studied (listed under the Abstract heading "paranoia"), and 4) articles in journals not available in the Rochester library. (Since the library is well supplied with professional journals, this last group represents a small fraction of studies on paranoid schizophrenia from 1970 through 1975.) In all, a final sample of 55 articles was reviewed.
2 Table 1 lists the journals from which the articles were taken and the number of articles taken from each journal. The articles are fairly evenly distributed over the 5'/2-year span-1970 (10), 1971 (10), 1972 (11), 1973 (8), 1974 (12), 1975 (4) . Inspection of the "methods" sections of the 55 articles revealed that the quality of diagnostic specification for the paranoid subclassification could be grouped into five categories: 1) diagnostic criteria unspecified (16 of 55 articles-29 percent), 2) staff or hospital diagnosis-no further specification (12 of 55-22 percent), 3) diagnosis confirmed by two clinicians (9 of 55-16 percent), 4) diagnosis specified by standard scales or checklists (9 of 55-16 percent), and 5) diagnostic signs and symptoms fully specified (9 of 55-16 percent).
Diagnosis Unspecified
The category "diagnosis unspecified" consists of articles in which no specification was given for the paranoid subclassification. Typical statements from this collection are "Seventeen of the 34 schizophrenics were diagnosed paranoid ..." (Kilinger, Ban, and Lehmann 1972, p. 217) and "14 male patients with the diagnosis of paranoid schizophrenia..." (Krooth 1971, p. 367) . No reference was made to where the diagnosis originated and who made it, or to what signs, symptoms, or behaviors it represented. Occasionally, such cryptic adjectives as "clinical" or "psychiatric" preceded "diagnosis" with no clues as to what processes these terms denoted. When the paranoid subclassification is completely unspecified, no chance exists for adequate replication of the study and there is little opportunity to evaluate the validity of the results and estimate the generalizability of the conclusions. It is our contention that articles totally lacking in diagnostic specification should be judged unacceptable for publication in professional journals.
Staff or Hospital Diagnosis
The category "staff or hospital diagnosis" is the second largest of the five. Only the source of the diagnosis is given vague specification. For instance, just 1 of the 12 articles using staff diagnosis made reference to the identity of "staff" diagnosticians: "Only subjects with an unequivocal diagnosis, as determined by a team consisting of a psychiatrist, clinical psychologist, and psychiatric social worker, were included in the analysis" (Saccuzzo, Hirt, and Spencer 1974, p. 514). The major problem for the staff diagnosis is one of reliability. The variability of diagnostic styles and preferences across institutions is notorious (Phillips and Draguns 1971) . A patient diagnosed as paranoid schizophrenic in one hospital might well be labeled nonparanoid (e.g., "chronic undifferentiated") or even nonschizophrenic (e.g., "acute paranoid reaction") in another setting. Furthermore, simple identification of the source of the diagnosis leaves out the most important elements of specification-the signs, symptoms, and behaviors judged as "paranoid." In other words, staff diagnosis is little better than no specification at all in a research presentation where operational definition is desirable. Consequently, articles using this method have limited value for scientific communication.
Diagnosis Confirmed by Two Clinicians
So far, we have suggested that more than half of the articles surveyed are lacking in adequate specification of the criteria for the paranoid subtype diagnosis. Now, we come to articles where the diagnostic specification is somewhat more adequate. In these studies, diagnosis is considered confirmed when two clinicians working independently agree on the major category and subclassification. Unfortunately, in these articles specification of the diagnosticians' identity and credentials is substituted for specification of diagnostic criteria. Experience, clinical role, and professional identity of the diagnostician usually are specified (e.g., "chief ward psychiatrist," "senior author, a psychologist," "experienced psychologist assigned to the adult inpatient service," etc.), but no reference is made to specific signs, symptoms, or behaviors used in making the diagnosis. Nevertheless, the two-clinician method of determining a research diagnosis is at least partially adequate for scientific communication. In order to arrive at the same diagnosis, two clinicians working independently must be operating on the basis of similar implicit criteria and similar information regarding the subject's symptomatic behavior and current mental status. In other words, the two-clinician method establishes some reason to believe that the research diagnosis is reliable (i.e., replicable). On the other hand, the reliability of the two-clinician diagnosis is a limited, parochial phenomenon (i.e., established by diagnosticians from the same institution) and there is no overt specification of the operational definition of "paranoid schizophrenia." The problem of cross-institutional unreliability remains and precise replication is precluded in the absence of explicit diagnostic criteria. Accordingly, we consider the two-clinician method of determining the paranoid subclassification to be less than fully acceptable for scientific presentation.
Standard Scales or Checklists
After having judged two-thirds of the surveyed articles inadequate in their specification of the paranoid diagnosis, we finally arrive at a type of specification we think can be considered adequate. In these articles standard diagnostic inventories and explicit checklists were used to determine the paranoid subclassification. Table 2 summarizes the procedures used in these articles.
A striking feature of this group is the non-American (mainly British) influence apparent in most of these articles: Two of the papers appeared in British journals; four of the studies were conducted either in Great Britain or Australia; three of the four standard inven- (Sandifer et al. 1969) indicate that the lack of American interest in standard scales for diagnosing paranoid schizophrenia is part of a much larger contrast in styles and preferences for making diagnoses.
The obvious major advantage of a standard scale or inventory for specifying a diagnosis is that each subject receives a score or rating in the paranoid or nonparanoid category purely on a quantitative, operationalized basis. Subjective judgment and cross-institutional differences in diagnostic preferences are minimized. With a standard scale approach, the only remaining problem is that of validity involving two basic questions: 1) What is paranoid schizophrenia? and 2) How well does a standardized rating scale distinguish paranoid from nonparanoid schizophrenics? An answer to the second question is beyond the scope of this paper, but a brief comparison of two popular methods has been included to show that standard scales are constructed with different assumptions as to what defines the paranoid subtype.
The Venables-O'Connor Scale (Venables 1957) and the Symptom-Sign Inventory (SSI) (Foulds and Adams 1965) differ in their measurement of the paranoid subtype in the following ways: 1)The Venables-O'Connor Scale uses only four items to specify the paranoid subclassification, whereas the SSI uses 10 items for the same purpose. 2) The Venables-O'Connor Scale uses ratings based on judgments made from general clinical interviews and observations of the patient's behavior, while the SSI is a self-report procedure in which the 10 items are questions posed directly to the patient in a structured interview format.
3) The items of the Venables-O'Connor Scale are more generally worded than those of the SSI (e.g., Venables-O'Connor: "Does he tend to suspect or believe on slight evidence or without good reason that some people are against him in various ways?" SSI: "Is someone trying to poison you or make you ill in some way?" 4) Item overlap between the two inventories is not complete; one of the four Venables-O'Connor items is a general symptom category that does not cover any of the 10 SSI items (".. .external forces are trying to... influence his behavior and control his Jhinking"), and two SSI items are not covered by the Venables-O'Connor Scale ("Do you ever take strong action against an evil person for the sake of a principle?" and "Do you ever see someone do or say something which most people do not take much notice of, but which you know has a special meaning?"). 5) Finally, no cutoff score is recommended for the Venables-O'Connor Scale by the original authors and the specific computation of a final score leading to a diagnostic decision is left to the individual investigator. The SSI, on the other hand, has a suggested cutoff score of 2 out of 10 to define the paranoid subtype. It is possible for a patient to answer "yes" to the two items that appear only on the SSI and be considered paranoid while the Venables-O'Connor Scale would classify the patient as nonparanoid.
It is apparent that these two scales are based on different assumptions and techniques for defining paranoid schizophrenia, suggesting that caution should be exercised in equating subjects diagnosed by different standard scales. In spite of such differences, however, standard scales and checklists are considered adequate methods for specification of the paranoid diagnosis because they provide easily replicable operational data for making the diagnostic decision.
Diagnostic Criteria Specified
In the group of articles in which the diagnostic criteria are specified, the paranoid diagnosis is given an explicit operational definition. Table 3 summarizes the various specifications appearing in the nine articles. Inspection of the table reveals a range of definitions from a relatively simple requirement of grandiose or persecutory ideas (May 1970) to a complex, two-factor system (Rappaport et al. 1971 ). This small sample of specific criteria underlines the need for greater specification and care when establishing and reporting the paranoid diagnosis. From table 3 it can be seen that different criteria are used in nearly every study. Delusions of persecution and grandeur head the list, but are not ubiquitous. In some cases, any delusion is sufficient to qualify a patient as paranoid. Once again, it is apparent that paranoid schizophrenia has been given a variety of operational definitions. The articles with a clear-cut specification of diagnosis afford the reader an opportunity to compare definitions across studies, whereas the unspecified diagnoses give no clue as to how paranoid schizophrenia has been defined.
Another problem in elucidating specific criteria for paranoid schizophrenia is the imprecise nature of some of the defining terms. For instance, what is meant by "rigid and recurring delusions"? What does "rigid" mean? How often and how frequently must a delusion occur to be "recurring"? What, for that matter, is a delusion? Further specification is required to reduce such ambiguity and improve the reliability of the research diagnosis.
Several of the articles at this level of specification designate "delusions of grandeur" or "delusions of omnipotence" as criteria for diagnosis of the paranoid subtype. This creates a problem with manic or schizoaffective patients who also report delusions of grandeur or omnipotence (Arieti 1974) . Are these patients also paranoid or is there some distinction between paranoid and manic grandiosity? Some authors try to solve the dilemma by requiring a preliminary staff diagnosis of "paranoid schizophrenia" in addition to the grandiose ideation for a patient to be designated as schizophrenic instead of manic. This method reintroduces the problem of the unspecified, unreliable staff diagnosis and contaminates the attempt to operationalize the definition of the paranoid subtype. No other solutions are provided in the nine articles surveyed.
In spite of the problems mentioned above, the articles that specify diagnostic criteria are judged the most adequate for scientific presentation. Indeed, the very fact that specific criteria provide an opportunity for direct evaluation and criticism of the subject sample makes these articles useful for scientific communication.
Conclusion
Two-thirds of the articles surveyed are judged inadequate for scientific communication on the basis of insufficient specification of criteria for the diagnosis of paranoid schizophrenia. Although the present discussion focused on specification of the paranoid subclassification, nearly the same criticisms can be leveled at the specification (or lack of it) of other subclassifications of schizophrenia. Indeed, even schizophrenia itself far too often is defined by "staff diagnosis" or given no specification at all. The paranoid classification was chosen for this survey-discussion primarily because of the high frequency with which clinicians and researchers refer to the subtype as if the term "paranoid" had one and only one standard, agreed-upon definition. The results of this survey seem to justify the skepticism of any reader who questions the accuracy and generalizability of an unspecified research diagnosis of paranoid schizophrenia. When adequate specification is given, the variety of operational definitions for "paranoid" reveals the lack of comparability in diagnosis between research projects.
Inadequate specification of the paranoid subclassification in research is especially troubling because it is relatively easy to remedy. Specification of research diagnoses by careful medical chart reviews, direct interviews, and observations of the patient is a small price to pay for greater precision and reliability in reports of schizophrenia research. In articles surveyed for this report, adequate specification of diagnostic criteria never required more than a medium-sized paragraph. In some articles, only a sentence was sufficient. It is not unreasonable to hope that editors will begin to require a minimum level of diagnostic specification before an article is accepted for publication. It is ironic that most authors carefully detail their hypotheses, research designs, and statistical analyses while leaving their diagnoses without adequate specification. Until specification of the paranoid subclassification is improved, a serious flaw will continue to exist in an important segment of schizophrenia research.
We have suggested that diagnoses based on symptoms or test questions are most appropriate for research on paranoid schizophrenia. But even this safer ground of operationalized methodology is not without pitfalls. The problems of reliability and validity loom especially large. We believe it imperative for investigators to demonstrate acceptable reliability for their diagnostic procedures. An adequate checklist or questionnaire must be chosen from existing techniques (which give little to choose from) or a new procedure must be designed with careful attention paid to maximizing reliability. Training observers to use the diagnostic methods is no small task and is critical for establishing acceptable reliability. Once credible reliability is obtained, however, the investigator's problems are not over. The validity of any diagnostic method will be open to question as long as there is no universal, agreed-upon definition for paranoid schizophrenia. In addition to pointing out a lack of diagnostic specification in research reports, this survey has demonstrated the widespread divergence in criteria for the diagnosis of paranoid schizophrenia. Efforts are being made to remedy this problem-for example, World Health Organization diagnostic studies and revisions of the American Psychiatric Association's Diagnostic and Statistical Manual of Mental Disorders. We applaud these efforts and hope that they provide the clinical investigator with usable standard criteria.
